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It is an honor to testify before you on this very remarkable day.  I speak to you on behalf 

of the patients in the VA and in representation of NOVA, the Professional Nurses 

Organization for the VA.  NOVA has but one Mission: quality healthcare for veterans; 

that is all that I will speak to.  I am the President of NOVA’s VA Palo Alto Health Care 

System Chapter composed of 258 VA Registered Nurses.  My name is David Renfro. I 

am a VA nurse and I too, am a Veteran. I served in the Iran-Iraq war on the USS Shasta 

AE-33 and in Desert Storm.  I am married to a VA Registered Nurse, Denise Renfro, who 

is also a veteran.  Her mother Mary Moore, is also a veteran; my father Daniel Jones is a 

disabled Vietnam veteran, and lastly, my late grandfather Louis Diogenes was a highly 

decorated WWII veteran and a Purple Heart Recipient.  I trust that this family history 

describes to you where my passion and heart lies.  I am speaking to you today as the 

President of our chapter, but it is the courage and spirit of my veteran culture that 

breathes life into these meaningful words.    

 

If not for veterans protecting our lands with the known expectation of death in doing their 

duty, we, ladies and gentleman, would not be having this discussion; we would not be 

trying to save Livermore Division or build more clinics.  It isn’t about what the veterans 

want, or what the VA wants, or what CARES deems appropriate. In this juncture I know 

that it is about what the veteran needs. They, Commissioners, need Protection.  It is our 

duty to ensure that the unique needs of veterans are met.  It is our role as advocates to 

ensure that we hear the voices of our veterans, to feel the pulse of their needs, and to risk 



it all for what is right. I know as a dad and as a nurse administrator that occasionally the 

best thing isn’t always the most efficient thing to do.  It is my role in that situation to see 

how I can do the right thing, and yet the responsible thing.  I am imploring you to make 

the responsible decision on behalf of the quality of health care for veterans. 

 

My recent tour of Livermore Division connected me with veteran patients, volunteers, 

and staff. The patients I interviewed had not spoken with you directly, and, considering 

their health, I fear that none of them will be writing and sending you their comments. 

Many are now not able to advocate for themselves in the way that they advocated for us 

with their lives. There are fears, and these fears are real. They fear that the 

compassionate, comprehensive, and well co-ordinated clinic care they receive at 

Livermore will fracture into cold, impersonal “efficiency”. One articulate veteran stated, 

“Here we are in a culture where everyone understands us.  We don’t have to explain 

ourselves, we are just like the others. The VA staff are like family to us; they understand 

veterans.” This veteran’s words speak volumes to any VA employee.  I seriously question 

their impact on staff in community nursing homes or clinics.  One clinic nurse pointed 

out that the very busy Livermore GI (gastrointestinal) clinic would relocate to Palo Alto 

Division, not to either of the proposed substitute sites. If some veterans in the NHCU in 

Livermore are placed in the community, they risk losing the ir identity as veterans; 

recognition of status as a veteran is an important therapeutic program focus for many 

patients whose pasts were far more vital than their presents.  Nursing home patients, their 

families, and the huge cadre of dedicated Livermore Division volunteers (many of whom 

are veterans or spouses of veterans) fear poor access to care in a setting 30 miles further 



west of their homes.  The adjunctive programming supported by volunteers at Livermore 

will be seriously threatened by making it difficult for these volunteers to drive to Menlo 

Park where 80 of their veteran colleagues would be relocated.  

 

I don’t need to tell you about the demographics of Livermore, its history, its purpose or 

mission; rather I want to tell you things about Livermore perhaps otherwise hard for you 

to know.  In addition to the already mentioned benefits of the large committed corps of 

volunteers at Livermore whose talents extend the programming available by paid staff, 

the pastoral setting of this division provides a distinct structure for distancing veterans 

from drugs and alcohol.  Living geographically distant from the ready temptations so 

easily available on Menlo Park Division’s Willow Road and environs removes the access 

to substances which have contributed so heavily to these veteran’s chronic illnesses.  A 

quick scan of VAPAHCS police records reveals that the major VA police activity is at 

Menlo Park.  By contrast, Livermore Division is relatively quiet; veterans living in the 

nursing home there generally enjoy a calm rural setting free from the chaos of the city 

and its substance abuse issues.  For many, the setting enhances their health.  They simply 

cannot get into trouble out in the country. 

 

 

Now let’s speak of clinical benefits veterans receive in a VA setting vs. a non-VA one. It 

is critical to examine the difference between how VA nurses “see” our veteran patients, 

relative to our well-meaning colleagues in community health care settings such as Skilled 

Nursing Facilities. VA nurses have a distinct culture of care as do the veterans we care 



for. The most honored words in my VA setting are POW, PTSD, MIA, Purple Heart and 

Veteran. These words not only bring definitions to acronyms, but also bring procedure, 

trust, confidence, passion, empathy, and a will to do all that can be done to make each 

veteran feel highly respected, safe, honored, and most of all protected from what haunts 

him or her daily.  The shared understanding of issues unique to veterans between veteran 

patients and VA nurses makes us strong, it makes us vulnerable, and it makes us proud.  

VA nurses are concerned greatly that the quality of care for veterans could be threatened 

by separating veterans from peers and from VA nurses whose culture is marked by strong 

empathy for the veteran experience, as would be the case if nursing home patients were  

placed in various community skilled nursing facilities.  

 

Let me illustrate the risk by describing the environment of care that VA nurses provide 

for our POW veterans in contrast with care likely to be found in the community. First of 

all, everyone on the unit knows when a patient is a POW; it is a symbol that instantly 

evokes honor and admiration. No questions asked, we silently mobilize treatment plans to 

include dim lights remaining on in the room, to minimize any discussions in the 

corridors, to disallow foreign language spoken anywhere, to make our presence known at 

all times, and to use restraints only as a last resort. The very stable VA nursing staff 

recognize veteran patients’ subtle behavioral changes which often suggest physical 

decline or looming acute illness and marshall VA resources at hand to respond to the 

veteran’s urgent health needs. In non-VA settings with high staff turnover rates, frail 

veterans with co-morbid cognitive and physical impairments risk receiving care by short 

term staff who cannot recognize unique behaviors that spell probable infection or other 



acute illness. In a non-VA nursing home, no physician is available to evaluate them daily 

in their familiar environment. Unlike in the VA, where there is a doctor in house seven 

days a week, in the community the physician is  required to visit only 12 days per year, or 

one day per month, often only to write a brief note.  No special care will attend to their 

needs, and if history proves itself correct, their life expectancy will be decreased. When 

Mr. Veteran, known in the VA as a Purple Heart, highly decorated soldier, is transferred 

to a community nursing home, he will be known as an 84y/o Caucasian male, right sided 

above the- knee- amputee (AKA). It will not matter to staff in community facilities if he 

lost his leg in WWII or if it was secondary to Insulin Dependent Diabetes. VA nurses 

know that he is a POW; in the community they may not understand this term or have 

knowledge of the pain one has borne to receive this title. At night when it is dark and this 

POW hears only the tongue of a foreign nurse and be comes agitated and by now 

terrified, the staff will likely come in the room and perhaps either turn down the lighting 

or close the door. We in the VA know that this is not the appropriate decision for a POW, 

but it is likely that community staff won’t.  This intervention may work for non-veteran 

elderly patients, but with a POW, VA nurses know to provide what works best for him: 

sometimes a walk on the unit with staff, sometimes a solo walk, and sometimes sleeping 

with the door open and the lights on.  

It is a strong risk at this point for the community. The POW’s fear and anxiety may be a 

trigger for staff to place him in restraints.  This, ladies and gentleman, is where it all may 

go sour.  Can you for a minute process what will go through this POW’s mind?  How 

about if he has PTSD also?  Restraining this veteran in a closed dark room will only 

multiply his fears, and terror. I would bet that the Veteran would plea not to be tied up, 



perhaps again, and again and again. The pleas will be perceived as agitation, and the 

restraints may remain on. 

We must speak of nursing home care and clinic care as a coordinated approach to 

continuity of care.  Nursing Home patients very much benefit from ready access to 

specialty clinics which provide important adjunctive care such as Livermore Division’s 

orthopedic, cardiology, plastics, surgical, gastrointestinal, urology, dermatology, eye, and 

podiatry clinics provide. Having these specialty clinics on campus avoids strenuous and 

costly treks several miles away to Palo Alto.  I know that this has been an issue for 

NHCU veterans at Menlo Park, as the division has to rely on non-VA travel and often 

send a staff member off for hours as an escort. Ready access to clinic care is a vital issue 

for these nursing home veterans if relocated to Menlo Park or to the community.  

Additionally, staffing clinics in the Valley locations already has proven a challenge, 

especially in physician recruitment.  Urology clinic at Livermore and in the Valley was 

without a physician for a long time. 

 

I cannot begin to inform you of my intelligence and reasoning for why we should modify 

Livermore versus relocate. But I have put my finger on the pulse of our veteran patients 

in Livermore where I had the opportunity to listen to veterans of many historical wars.  

There is a common thread or bond among all of these men and women vets, whether it be 

Korea, WWII, Vietnam or more recent places of combat. The basic fact of military 

service even transcends branch of service when one vet meets another.   The important 

connection is that of having served in the pursuit of this country’s military service. For 

veterans living in the Livermore NHCU, this is their home, their safe place, and their 



meeting grounds.  To consider closing the nursing home, the sub-acute unit, and the 

system of clinics there would seriously threaten the quality of health care veterans now 

receive and deserve to continue to receive. 

 






